We report a case of 36 years-old primigravida at 34 weeks of gestation with known temporal lobe epilepsy, who was brought in by ambulance with tonic clonic seizure of more than 30 minutes duration. In view of her high blood pressure and seizure we decided to treat her as eclampsia and performed emergency caesarean section, as she was seizure free for the past 11 years. The women received treatment according to our hospital guideline for eclampsia to lower her blood pressure and underwent emergency operation under general anaesthetic. She was transferred to ITU, ex tubated the same day with no adverse outcome and the baby admit ted to special care unit. Discussion: Well controlled epilepsy may improve or even deteriorate during pregnancy(1). Usually women with poorly controlled epilepsy can get worse during pregnancy. Dif ferentiation between seizures caused by epilepsy or due to eclampsia is important as the management dif fers for both. In such situations patients should be treated as eclampsia unless otherwise proved(2). But uncontrolled seizures caused by either are detrimental to baby and will need delivering. In our patient as she had status like seizure on presentation with high blood pressure we had to treat her as eclampsia and treat accordingly. When her blood results were available, she had normal LFT's and platelets which is one of the diagnostic feature against eclampsia. : A case of Churg-Strauss syndrome undergoing cesarean section. Masui. The Japanese journal of anesthesiology 05/2004; 53(4):420-1. 2. Corradi D, Maestri R, Facchet ti F: Postpartum Churg-Strauss syndrome with severe cardiac involvement: Description of a case and review of the literature.
Background:
The percentage of pregnancies that are complicated by acute pulmonary edema has been estimated to be 0.08%. 1 Case report: A 37-year-old caucasian woman, ASA I, that had unevent ful pregnancy with eutocic birth delivery, needed surgical intervention for retained placenta. As anesthesic technique was used epidural catheter and was made a sedation with propofol. It was administrated intravenous ocytocin (10U) and 600 mcg of sublingual misoprostol. As she was entering Postanesthesia Care Unit, develops a supra ventricular tachycardia. The blood test result showed hemoglobin 4g/dl and platelets count 66 000/ul. She started a transfusion of 1U of packed red blood cells(RBC). Meanwhile the patient developed an acute pulmonary edema with respiratory failure (type I), with hyperthermia (between 39,7-40.1ºC),hemodynamically stable, sustained diuresis, peripheral vasodilation and scarce vaginal losses. In 3 hours that was in the operating room has made 1760 ml/h of fluids (crystalloids: 4300 ml, colloids 1000ml), 6U of RBC and 1 pool of platelets. She was transferred to the ICU due to respiratory failure and started noninvasive ventilation. Transthoracic echocardiography didn't show signs of right overload and chest X-ray with bilateral dif fuse consolidation. On the 2nd day as the respiratory function worsened orotracheal intubation was made as well as a prone position, on the 3rd day lef t the prone position and on the 4th day she was ex tubated. She was discharged af ter 10 days, hemodynamically stable, with SatO2 98% and analy tically whitin normal. Discussion: The cardiogenic cause for pulmonary edema was excluded by echocardiogram and within the noncardiogenic causes possible amniotic fluid embolism was also excluded. All the fluid excess and politransfusions made as an at tempt to correct sudden fall of hemoglobine postpartum can have contributed to this sudden acute respiratory failure, associated with a pulmonary edema. However, all the strategies of compensation have occurred af ter the complication had already happened. So, the possibility of the vasodilator ef fect of uterotonic agents such as misoprostol and oxy tocin, the lat ter also have an antidiuretic ef fect 2 , must be considered. References: 1. Obstet Gynecol 2003 Mar;101(3):511-5 2. Cardiovasc Toxicol.2011 Mar;11(1):74-7 Learning points: It is important to be aware and alert to the adverse ef fects of the use of uterotonic agents such as oxy tocin and misoprostol used in obstetrics empirically.
11AP3-7
Spinal anaesthesia for emergency caesarean section in a parturient with acute subarachnoid haemorrhage Ng O., Thong S.Y., Goh S.Y. Singapore General Hospital, Dept of Anaesthesiology, Singapore, Singapore Background: Subarachoid hemorrhage during pregnancy is rare, estimated to be 0.014%.(1) We describe the anaesthetic management of emergency caesarean section in a patient with acute subarachnoid haemorrhage under spinal anaesthesia. Case report: F, a 29 year-old healthy parturient, presented at 37 week gestation with severe headache. She was Glascow Coma Scale (GCS) 15 without neurological deficit. Computed tomography revealed subarachoid haemorrhage, without raised intracranial pressure. Af ter a dose of paracetamol for analgesia, patient refused all medications due to the fear of maternal-fetal drug transfer. A multidisciplinary team conferred and af ter informed consent, planned on an emergency caesarean section prior to further interventional neuroradiological procedures. Spinal anaesthesia for the caesarean section was chosen for the following advantages: avoidance of hypertensive response during intubation and airway manipulation; avoidance of airway management and possible aspiration; and excellent analgesia. Regional anaesthesia allowed continuous monitoring of patient's GCS perioperatively. Spinal anaesthesia was performed unevent fully with hyperbaric bupivacaine 0.5%, 2.3ml and fentanyl 15 mcg. Caesarean section proceeded and patient experienced no discomfort throughout procedure. Preoperative blood pressure and heart rate ranged between 123/68-140/68 mmHg and 78-89 per minute. Intraoperative blood pressure and heart rate were maintained between 105/54-128/64 mmHg and 87-96 per minute. Satisfaction for anaesthesia was high due to good blood pressure control and fetal outcome. Discussion: General anaesthetic management of caesarean section in a parturient with intracranial haemorrhage has been described. However, due to the rarity of the condition, no consensus has been reached with regards to optimal anaesthetic care. Despite the numerous advantages which spinal anaesthesia can of fer, the authors did not find any precedent report in literature. In addition to the known risks of spinal anaesthesia, post dural puncture headache (PDPH) may be dif ficult to diagnose in a patient with existing headache. Worsening headache due to PDPH may confound the evaluation of rebleed in intracranial aneurysm. Our patient did not experience this problem, fortunately. Learning points: In a patient with recent subarachnoid haemorrhage, minimal neurological deficit undergoing emergency caesarean section, spinal anaesthesia of fers good haemodynamic control.
11AP3-8 A pregnant with Churg-Strauss syndrome undergoing elective caesarean section
Nowacka E., Puchalska E., Kowalczyk R., Kostyra M., Kosson D.
Medical 'Universit y of Warsaw, Dept of Anaesthesiology, Warsaw, Poland
Background: Churg-Strauss syndrome (CSS) is characterized by asthma, eosinophilia and systemic small and medium-sized vasculitis. The clinical picture comprises allergic rhinitis, predisposing to pulmonary infiltration, peripheral neuropathy and potentially life-threatening cardiac failure. Case report: A 38-year old female, gravida 2, para 1 with CSS and a history of asthma and heart failure, was admit ted at 36 weeks of pregnancy for elective caesarean section. On admission she was hemodynamic stable (NYHA II) with a pulse rate of 110 beats/minute and a blood pressure of 130/80 mmHg. Echocardiogram showed generalized lef t ventricle hypokinesis, decreased ejection fraction (EF) of 37%. On admission to theatre she was tachycardic (HR-140/min), blood pressure of 140/85 mmHg, cardiac output of 8.21 l/min, cardiac index of 4.2 and stroke volume variation of 29%. Caesarean section was performed in general anaesthesia. The ICON Electrical Cardiometry system was used to measure cardiac output (CO), cardiac index (CI), stroke volume (SV), stroke volume variation (SV V), systemic vascular resistance (SVR), mean arterial pressure (MAP) and heart rate (HR). Four minutes af ter induction, an infant with an Apgar score of 9 was delivered. CO, CI, SV, SV V was decreased but SVR was increased af ter the delivery of baby and administrated oxy tocin. The patient's clinical condition and hemodynamic parameters normalized af ter the caesarean section. Conclusions: The ICON, a method for measuring hemodynamics non-invasively, demonstrated decreased stroke and cardiac indices, suggesting a diagnosis of acute lef t ventricular failure. ICON is a monitoring technique ideally suited for use during caesarean section.
